Evidence suggests that the impact of the ACA among Latinos has differed by language spoken and limited English proficiency (LEP). In Oregon, the percentage of Spanish-speaking Latinos without insurance dropped from 64.3% before the implementation of the ACA to 13.7% after Medicaid was expanded in the state. 9 Similarly, California's early expansion of coverage through a waiver made possible by ACA 10, 11 resulted in the greatest gains in public coverage among Latinos with LEP. 12 The large benefits experienced by Spanish-speaking Latinos may be due to the large proportion of the group living in households with an income below eligibility thresholds for Medicaid expansion, as well as previous patterns of poor use of health care services among Spanish-speaking Latinos [13] [14] [15] before the ACA.
Before the ACA, foreign-born Latinos had a more negative pattern of access to and utilization of health care than did their US-born counterparts. 16 -18 This is partially attributable to the poorer patterns of access to and utilization of health care among noncitizens, with undocumented individuals being of particular concern. 16, 19 For example, even when accounting for insurance status, noncitizens and undocumented individuals use primary care and emergency department (ED) care at lower rates than US citizens. 19, 20 These patterns may stem from the unique barrier presented by fears that health care will be denied because of documentation status or that they will be deported if they attempt to seek care. 21, 22 This and other barriers, such as cost of care and lack of languageconcordant care, may drive undocumented and noncitizen individuals to return to their home countries to seek care, [23] [24] [25] thus adding the barrier of international travel for accessing health services. Because the ACA excludes undocumented individuals from benefits, the impact of the ACA's implementation will be limited for this group. 26 Over time, a larger proportion of the remaining uninsured are likely to be undocumented. 27 Research in disparities in access to and utilization of health care by different Latino heritage groups has received limited attention in the period after ACA implementation. However, disparities were documented before the ACA. For example, Mexican-heritage Latinos had the lowest rates of insurance coverage and Puerto Ricans had the highest. 28 Similar patterns are observed when examining use of health care services by heritage group. 18,29 -32 Differences by heritage group are not surprising given that some groups-by virtue of being US citizens (ie, Puerto Ricans) or being granted refugee status (ie, Cubans)-have easier access to insurance and health care than groups who have higher proportions of undocumented individuals (ie, Mexican and Central Americans). 7, 33 Relatedly, underlying socioeconomic differences between groups 34 suggest differential gains under the ACA due to income thresholds for expanded coverage options.
This study examines the impact of policies implemented in 2014 as part of the ACA regarding access to and utilization of health care (ie, insurance status, delays in medical care, forgoing medical care, physician visits, and visits to the ED) among Latino population subgroups. We have the following 3 aims: (1) to examine trends in access to and utilization of health care by Latino heritage groups; (2) to determine the independent effects of heritage group, nativity, and language on access to and utilization of health care; and (3) to determine the independent effects of the ACA provisions implemented in 2014 on access to and utilization of health care by heritage group, language, and nativity. Results highlight subgroups of the Latino population on whom the initial insurance expansion of the ACA has had limited impact.
Methods

Data
Data for this study come from the 2011 to 2015 waves of the National Health Interview Survey (NHIS). This annual survey is representative of noninstitutionalized adults in the United States. This study was restricted to the 65,703 non-Latino whites and 20,764 Latino adults (1,995 Puerto Ricans, 12,983 Mexicans, 871 Cubans, 3,592 Central Americans, and 1,323 other Latinos) who were between 18 and 64 years old, had complete data for all variables used in the analyses, and did not identify with more than 1 Latino heritage group.
Measures
Outcomes of interest encompassed frequently used measures of access to and utilization of health care. 6, 35, 36 Access indicators included dichotomous measures of (1) health insurance status (currently insured); (2) delaying necessary medical care, excluding dental care, because of costs in the past 12 months; and (3) forgoing necessary medical care, excluding dental care, because of costs in the past 12 months. Utilization indicators included dichotomous measures of (1) having had at least 1 ED visit in the past 12 months, even if this visit resulted in admission to the hospital; and (2) having had a physician (in general practice, family medicine, or internal medicine) visit in the past 12 months.
Key grouping variables included a measure of Latino heritage group or race (non-Latino white, Central American, Cuban, Mexican, Puerto Rican, and other Latino), citizenship status (US-born, naturalized citizen, and noncitizen), and language of survey administration (English, Spanish, and other language). While the ACA excludes specific noncitizen groups (ie, undocumented or legally authorized but in the country Ͻ5 years) from benefits, 26 ,37 some noncitizens do qualify for benefits, and their eligibility varies by state (eg, California allows the undocumented to participate in the Marketplace, and legally authorized immigrants who have been in the US Ͻ5 years can participate in Medicaid); thus noncitizens were included in the analyses.
To understand how access to and use of health care changed over time as provisions of the ACA were implemented, variables representing the year of the NHIS survey were included in some models ( Table 2) . In other models (Tables 3 and 4) , a dichotomous measure of time period (before the ACA and after the ACA) was included. The period before the ACA included NHIS data from 2011 to 2013, and the period after the ACA included NHIS data from 2014 and 2015. To understand whether changes over time varied between Latino subgroups, interaction terms between subgroup indicators and the dummy-coded variable for the time period were also included.
Several variables were included in analyses as potential confounders based on the literature 6 Logistic regression models were estimated for each of the 5 outcomes to determine whether year, Latino heritage group, citizenship status, and language of survey administration were associated with odds of the outcomes. These models included all aforementioned controls along with survey year, Latino heritage group, citizenship status, and language of survey administration ( Table 2 ). Then models with 1 of the following interaction terms (along with the time period and grouping variable used to create the interaction) were run to test the hypothesis that the impact of ACA implementation varied by grouping variable: (1) heritage group ϫ time period (Table 3) ; (2) citizenship status ϫ time period (Table 4) ; and (3) language of survey administration ϫ time period (Table 4) . Thus interactions consisted of a grouping variable multiplied by a dummy variable for time period (before or after the ACA). For interpretation, only 1 of these interaction terms was entered into the model at a time. Stratified analyses were not conducted because odds ratios in stratified models, particularly when outcomes are not rare, are not comparable. 39, 40 Models for citizenship and language were restricted to Latino respondents, with the latter excluding individuals completing the NIHS in a language other than English or Spanish. Last, the outcome variables were plotted by year and Latino heritage group to allow for the examination of changes over time within a particular heritage group. Figure 1 depicts the trends in access to and utilization of health care by Latino heritage groups. Broadly speaking, from 2011 to 2015, access to and utilization of care improved among most groups, with notable exceptions for ED visits and forgoing care or delaying care among the "other Latino" group. However, improvements were not linear; some groups saw improvement immediately after ACA provisions were enacted (ie, in 2014), only to lose ground in the subsequent year. Specifically, some groups saw poorer patterns of delaying care (Cubans, Central Americans, and other Latinos), forgoing care (Mexicans and Cubans), having an ED visit (Cubans, Central Americans, and other Latinos), and visiting a physician (non-Latino whites, Mexicans, Cubans, and Central Americans). Table 1 shows the characteristics of the sample by Latino heritage group. All characteristics were significantly different across heritage groups. Puerto Ricans composed the largest proportion of USborn individuals, whereas Mexicans had the largest proportion of noncitizens. Puerto Ricans had the largest proportion of individuals completing the interview in English, whereas Cubans had the largest proportion completing the interview in Spanish. Table 2 shows logistic regression models for all outcomes. Health care access and utilization varied significantly across survey periods. The odds of being insured were greater in 2014 and 2015 relative to 2011, whereas the odds of delaying care or forgoing care were lower in 2014 and 2015 than in 2011. Odds of seeking care in an ED were lower in 2014 than in 2011, whereas odds of having a physician visit were greater in 2014 than in 2011. Mexicans and Central Americans had lower odds of being insured relative to non-Latino whites. Mexicans had lower odds of delaying care than nonLatino whites. Cubans and Central Americans had higher odds of forgoing any care relative to nonLatino whites. Puerto Ricans and other Latinos had higher odds of using the ED when compared with non-Latino whites. Mexicans had lower odds of using the ED and having a physician visit when compared with non-Latino whites.
Results
Trends in Access to and Utilization of Health Care
Characteristics of the Sample
Impact of Latino Heritage Group, Nativity, Language, and Survey Year on Access to and Utilization of Health Care
Also shown in Table 2 , naturalized citizens and noncitizens had lower odds of being insured than US-born citizens. Noncitizens had lower odds of using an ED than US-born citizens. Naturalized citizens had higher odds and noncitizens had lower odds of having a physician visit than US-born citizens. Respondents who completed the NHIS in Spanish had lower odds of being insured, forgoing care, using an ED, and having a physician visit when compared with respondents who completed the NHIS in English. Respondents who completed the NHIS in another language had lower odds of being insured when compared with respondents who completed the NHIS in English. Table 3 shows models with Latino heritage group ϫ time period interaction terms. Results suggest that odds of delaying care were significantly lower among non-Latino whites in the period after the ACA relative to the period before the ACA. Furthermore, the reduction in odds of delaying care was significantly greater among Mexicans and Puerto Ricans than among non-Latino whites. Similarly, odds of forgoing care were significantly greater in the period after the ACA among nonLatino whites. There was no significant difference in this change over time between whites and most Latino heritage groups. The exception was Puerto Ricans, who experienced a larger reduction in odds of forgoing care relative to whites. Results also suggest that odds of ED use did not vary across periods among non-Latino whites. However, odds of ED use among Puerto Ricans fell significantly over time periods relative to non-Latino whites. Finally, odds of having a physician visit increased significantly among whites in the period after the ACA, with few significant differences in this change between whites and most Latino subgroups. The exception is that Central Americans experienced a significantly greater increase in the odds of having a physician visit than non-Latino whites experienced. Table 4 shows the models with citizenship ϫ time period interaction terms. No interaction term was significant for citizenship status and time period. The period after the ACA was associated with a reduction in the disparity of having a physician visit between respondents who completed the NHIS in Spanish relative to those completing it in English.
Impact of ACA on Heritage Group Disparities
Impact of ACA on Language and Citizenship Status Disparities
Discussion
Trends in access to and utilization of health care revealed that most Latino heritage groups achieved improved access to and utilization of health care for most measures relative to 2011. However, between 2014 and 2015, many Latino subgroups experienced increases in delaying or forgoing care and ED visits, suggesting that the provisions in the ACA have only resulted in short-term gains. This trend must be monitored further to better understand its long-term impact, especially given predictions that health care premiums are expected to rise under the ACA-implemented insurance marketplace. 41 As a result, longterm efforts to improve access to and utilization of health care among Latinos may necessitate policies to drive down the cost of care.
Results suggest that the ACA has been successful in reducing some disparities in access to and utilization of care between non-Latino whites and specific Latino heritage groups. For example, Puerto Ricans had the greatest gains, with reduced disparities in delaying care, forgoing care, and using the ED. Mexicans and Central Americans saw disparities in delaying care and having a physician visit, respectively. The latter finding may be in part because of the worsening pattern of visiting a physician among non-Latino whites. Importantly, no group saw reductions in disparities in insurance status. While these findings suggest that certain groups have benefited more from the ACA than others, additional differences may be obscured by the differential degree and rate of ACA expansion exhibited across states. For example, Florida, which is home to the majority of Cuban-heritage individuals in the United States, has elected to not expand Medicaid, 42 thus undermining the potential benefit of ACA among this group. Conversely, California, which is home to a plurality of Mexican-heritage individuals, implemented an early expansion of coverage for low-income groups, 10, 11 thus allowing gains to be more fully realized but also potentially diminishing the impact of years 2014 and 2015 as proxies for full ACA implementation. Moreover, California is expanding Marketplace coverage, without subsidies, to undocumented individuals, but the NHIS data included in these analyses do not capture these recent policy changes.
Results also highlight the relative lack of impact the ACA has had in reducing disparities in access to and utilization of health care among Latinos. Specifically, disparities by citizenship or language (with only 1 exception) did not dissipate with the passage of the ACA. The lack of the importance of language contrasts with previous state-level findings showing the ACA as having the greatest benefits for individuals with LEP. 9 As a result, additional efforts may be needed to improve knowledge of the ACA and facilitate enrollment in coverage options among Spanish-speaking individuals. However, this discrepancy may be a result of the limited sample of Spanish-speaking respondents in the NHIS. In addition, because the insurance expansions created by the ACA began in January 2014, they are subject to an extended open enrollment period (which means that some individuals started coverage as late as May 1, 2014) and were phased in over time. Individuals who were harder to reach, younger, and healthier may have been less likely to enroll and benefit from health insurance coverage during 2014. 43 As a result, data collected during 2014 may bias the findings of this study toward the null.
The persistent disparities between citizens and noncitizens is not surprising because the ACA prohibits undocumented individuals from gaining coverage from public sources or from private sources obtained in insurance exchanges. 26 Similarly, lawful permanent residents must undergo a 5-year waiting period in most states before they are eligible for ACA benefits under Medicaid. 37 Furthermore, the ACA did not address larger structural and economic issues that discourage noncitizens from seeking health care (ie, a historic number of immigrant deportations, 44 cheaper health care abroad 45, 46 and universal health care in most Latin American countries 47, 48 ). Thus, by design, the ACA has limited ability to address the needs of noncitizens. However, the ACA did allocate funding to support existing community health centers (CHCs) and build future CHCs. 49 Because almost all CHCs offer services regardless of insurance coverage or ability to pay, undocumented individuals may still have a way to benefit from the ACA. Given that disparities between citizens and noncitizens did not dissipate, the current levels of increased investment in CHCs are an unlikely policy mechanism to address this disparity. In terms of naturalized citizens, results suggest that there were few disparities to close, but it is notable that the ACA did not reduce the disparities in rates of insurance coverage, indicating a future opportunity for targeted policy interventions.
While this study provides unique insight into disparities in the impact of the ACA among Latinos, there are a few limitations to consider. First, the years 2014 and 2015 can only serve as a rough marker for ACA implementation because not all states followed the same implementation timeline. Similarly, using years as a marker does not indicate which of the many mechanisms in the ACA is driving reductions in disparities. Second, the measure of language does not capture proficiency in English and thus may explain why these results do not mirror previous results examining LEP. Finally, the measure of citizenship may also be crude in examining the ACA's impact, since there is no way of knowing who is a lawful permanent resident and whether he or she has met the ACA's 5-year waiting period in those states with that exclusion.
Conclusion
Despite limitations, this study suggests that the ACA has had some success in reducing disparities in access to and utilization of health care for Latinos. As a result, wide-reaching reforms like the ACA may be effective at reducing disparities and improving public health. The decision by several states not to expand Medicaid coverage will limit this impact given that many states with sizable proportions of Latinos (ie, Florida, Texas, and Utah) have elected not to undergo this expansion. Despite this, current efforts by other states, including recently passed legislation in California to allow undocumented immigrants to purchase coverage in insurance exchanges without subsidies, 50 suggest that the ACA may only be a starting point in the effort to improve access to and utilization of health care for Latinos. These expansion efforts, however, are contingent on approval from the federal government. With repeal of ACA provisions being considered by the next presidential administration these expansions seem unlikely. As a result, some of the progress made under the ACA may be reversed. 
